India and 553 in Niger, respectively; Table 1 Subsequently, we estimate the number of adolescent maternal deaths in income quintile and among age group in country as: .
(1)
Adolescent maternal-related out-of-pocket costs
For country , we denote: (i) !",!,! , the OOP direct medical costs due to complicated deliveries faced by adolescents in income quintile (${58,62,70,81,108} in India and ${97,127,140,124,152} in Niger; Table 1 in the main text); (ii) !",!,! , the OOP transport costs due to complicated deliveries faced by adolescents in income quintile (about $8 in India and $4 in Niger; Table 1 in the main text); * (iii) , the occurrence of complicated deliveries (assumed to be 15% across all income quintiles in both countries; Subsequently, using elements from (1) above, we can estimate the amount of OOP costs incurred by adolescents in income quintile and age group as:
Adolescent maternal-related impoverishment
In country , adolescent medical impoverishment was quantified by the estimated number of cases of catastrophic health expenditure incurred, which depended on assumed income and OOP costs (see section 1.2). A case of catastrophic expenditure was counted when OOP costs were found to be higher than 10% of income . Specifically, we estimated the number of adolescents, per income quintile, for whom the size of OOP costs (sum of direct medical costs and transportation costs) would exceed 10% of their income.
For country , we derived a distribution of income drawn from a simulated gamma distribution whose shape and scale parameters were based on gross domestic product per capita ($1596 for India and $427 for Niger, respectively; Table 1 in the main text) and
Gini coefficient (0.34 for India and 0.32 for Niger; Table 1 in the main text) [1] [2] [3] .
Subsequently, for each complicated delivery with incurred OOP costs, we assigned an annual income , based on that derived income distribution. The annual income was also used to define the income quintile into which each individual belonged ( given low-and middle-income country [3] , controlling for gross domestic product per capita ( ) and additional variables (Table S2 ), using the following type of linear model:
The complete results of the linear models tried are given in Table S2 . For our analysis we retained model (4) where ! = −0.18. This meant that an increase by 1 year of the mean number of years of education among women aged 15-44 would lead to a relative decrease of the adolescent pregnancy rate of 18% in a given country. 
Sensitivity analysis
We conducted a Monte Carlo probabilistic sensitivity analysis to estimate aggregate uncertainty from key inputs. Parameters were given values using probability distributions (details are given in Table S3 ).
We also pursued univariate sensitivity analyses where: (1) different thresholds (20% and 40%) for the catastrophic health expenditure were used (Tables S4 and S5 ); (2) a poverty headcount (individuals crossing the country poverty line due to OOP costs) in lieu of catastrophic health expenditure was used (Tables S4 and S5 ); (3) a different size (smaller 11% relative reduction instead of 18%, as given in Table S2 ) for the impact of increased female education on the adolescent pregnancy rate was used (Tables S6 and S7) ; and (4) benefits and costs were discounted at 3% per year over five subsequent years (corresponding to the ages 15, 16, 17, 18, and 19) (Tables S8 and S9 ). Table S5 . Adolescent impoverishment induced in India, using a variety of metrics: cases of catastrophic health expenditure with a threshold of 10% (base case); cases of catastrophic health expenditure with a threshold of 20%; cases of catastrophic health expenditure with a threshold of 40%; and poverty cases using the national poverty line ($787 annual). The discount rate used was 3% per year. Benefits and costs incurred were thus multiplied by 1 in year 1, by 0.97 in year 2, 0.94 in year 3, 0.92 in year 3 and 0.89 in year 4.
